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: §483.10(a) Resident Rights.

The resident has a right to a dignified existence,
. self-determination, and communication with and
* access to persons and services inside and
. outside the facility, including those specified in

this section.

§483.10(a)(1) Afacility must treat each resident
with respect and dignity and care for each
resident in a manner and in an environment that
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DEFICIENCY)
!
E 000 Initial Comments E 000’
: An unannounced Emergency Preparedness
“survey was conducted 01/30/18 through
- 02/01/18. The facility was in substantial
. compliance with 42 CFR Part 483.73,
- Requirement for Long-Term Care Facilities.
F 000 INITIAL COMMENTS F 000
~ An unannounced Medicare/Medicaid standard Shenandoah Valley Health and Rehab
- survey was conducted 01/30/18 through Facility is filing this Plan of Correction for
1 02/01/18. An extended survey was conducted on ' - ;
ry compliance. The
02/01/18. Corrections are required for i pur.pIOS(?s of reg'ul.ato y. P .
. compliance with 42 CFR Part 483 Federal Long Facility is submitting this Plan of Correction
. Term Care requirements. to comply with applicable law. The
~—‘ Substandard Quality of Care was identified in the submission of the plan of correction does
area of Quality of Care with a Scope and Severity : not represent an admission or statement of
- of Level ll, widespread. Two complaints were agreement with respect to the alleged
- investigated during the survey. The Life Safety 8 . . P 8
Code survey/report will follow. deficiencies.
_The census in this 93 certified bed facility was 79
- at the time of the survey. The survey sample
- consisted of eighteen current resident reviews
-and four closed record reviews.
F 550 : Resident Rights/Exercise of Rights F 550"
$s=D: CFR(s): 483.10(a)(1)(2)(b)(1)(2) :
| 1. Resident #83 remains in facility.

Resident was provided a cover
for her suprapubic bag during

survey. ECEVED

TITLE

&M@iiﬁﬁﬁf/

(X6) DATE

2/23]1%

4

re__sency staterhent ending with af\/asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that

other safeguards provide sufficient protection to the patients. (See instructions.
following the date of survey whether ornot a plan of correction is provided. Fo

LABORATORY DIRE@T@R'S OR PRO\@R}UP@ REPRESENTATIVE'S SIGNATURE
(oo M %A/ ‘ SAVAG2
V *

) Except for nursing homes, the findings stated above are disclosable 90 days
r nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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sident interview, staff
rd review, the facility
dignity of ane of 22
mple. Resident #83
ection bag without a

Based on observation, re
Interview and clinical reco
. staff failled to promote the
residents in the survey sa
had a prinary catheter col
privacy cover resulting In

residents, staff and visitors,

collected urine visible to
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F 550? Continued From page 1 ; F 550§
. promotes maintenance oif enhancement of his or | :
her quality of life, recognizing each resident's : e
individuallty. The facllity must protect and 2. Residents that have a foley or
promote the rights of the gesident. ; suprapubic catheter requiring
’ 5 bags will have covers placed.
§483.10(a)(2) The facility must provide equal ’ 8 \dent have th
- access to quality care regardiess of diagnosis, : These resident have the )
- severity of condition, or piymant source. A facility | potential to be affected by this
: must.estabhsh a_nd matntzin identical policies and f deficient practice. o
practices regarding transfer, dissharge, and the i - - - —
provision of services under the State plan for al} 3. Audits will be completed during
residents redardless of payment souree, ' care keeper rounds on residents
 §483.10(0) Exercise of Rights. with a foley or suprapubic
: The resident has the righf to exercise his or her catheters to ensure covers are in
. .. -Tlghts as a resident of the|facility and as a citizen X pe k for three
e - or resident of the United States. place Sx per W.ee .
: months, Nursing staff will be re-
§4832.10(b)(1) The facltity must ensure that the educated on dignity and the use
. resident can exerci_s,e his or'he.r rights withou’g of cavers for catheter bags
: interference, coercien, digcrimination, or reprisal
from the facility, : 4, Results of audits will be taken to
. §483‘ 106)2) Th demt has the riaht to b : the quarterly Quality Assurance
‘ . ‘@ resident has the right to be :
free of Interferance, coera ion, discrimination, and : Performance Improvement for
_reprisal from the facility in) exercising his or her | review and any discrepancies
- rights and to be supported by the faclity inthe ! will be corrected immediately.
. exercise of his or her rights as required under this | —_— ; TR
: subpart, : 5. Carrective action will be
‘tl);m REQUIREMENT is not met as evidenced completed on March 1, 2018.
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The fingdings Includs

. 12126117 with diagnose

. dated 1/9/18 assessed
cognilively Intact.

On 1/30/18 at 10:55 a.

- half full of urine. The ba

" with urine visible in the &

Croom. The resident had

“room at the time of the ¢
collection bag was obse

"12:34 p.m. attached to ¢
privagy cover,

AT

| On 1/30/18 at 1:37 p.m.

‘ collection bag. The resi

have a cover for the bag
‘been covered since she
: The resident stated sha
covered so her urine wa

“On 1/30/18 at 3:10 p.m.
“nurse (LPN #3) caring fg
interviewed about a priv
resident's urine bag. LF

 bag than what was stocl
" slated the Urine hag was
and was visible to the re

On1/31/18 at 8:08 a.m,

that included sacral

Rasident #83 was admi{ed to the facility on

- pressure ulcer, high bloed pressure, anemla and
: osteomyelitis. The minium data set (MDS)

esident #83 as

., Resident #383 was

-observed in bed, Attached to the lower rail on her |
. bed was 2 urinary catheter collection bag over :

g had no privacy cover

ad upon aentrance to the

& family visitor in the
bservation. The catheter
Ived again on 1/30/18 at
he bed rall without a

Resident #33 was

“interviewed about & privacy cover for her urine

dent stated she did not
and the bag had not
tad been in the facility,
preferred to have it

s not vigible,

the licensed practical

r Resident #83 was

acy cover for the

N #3 stated the resident

- was admitted with a different shaped collection

ed at the facility. LPN#3°
positioned on the hed
sident and others,

Resident #83 observed

; in bed with 2 fabric cover over her urine collection
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F 650 { Continued From page 3
. bag. Resident #83 was interviewed at this time
. about the cover. Resident #83 stated she was
* pleased with the cover ag| it prevented everyone
- from seeing her urine in the bag.

. These findings were reviewed with the

- administrator and dirscton of nursing during a

s meeting on 1/31/18 at 3:50 p.m.
F 656 | Develop/implement Comprehensive Care Plan
gg=£ 1 CFR(s): 483.21(b)(1)

¢ Cars Plans
must develop and
ve person-centered

§482.21(h) Comprehensi
- §483.21(b)(1) The facility
- implement a comprehens
" cars plan for each resident, consistent with the
-~ resident rights set forth aff §483.10(c)(2) and
§483.10{c)(3), that includes measurable
objectives.and timeframes (o meet & resident's
- medical, nursing, and mental and psychosoccial
“heeds that are identified I the comprehensive
“asgessment. The compre ensive care plan must
- describe the following ~
(h The services that are @ be furnished fo attain
or maintain the resident's [highest practicable
_physical, mental, and psyehosacial well-being as
- required under §483.24, 8483.25 or §483.40: and
(it} Any services that would otherwise be required
under §483.24, §483.25 or §483.40 but are not
provided due o the resident’s exercise of rights
under §483.10, including the rght to refuse
treatment under §483.10(c)(6).
(iii) Any specialized services or specialized
“rehabilitative services the nursing facility will
provide as & result of PASARR
recommendations. 4f a facility disagrees with the
findings of the PASARR, i must indicate Its
- rationale in the resident’s medical record.
(iv)in consultation with the resident and the

T —pr

F 550!

Febs . _
1. Residents #52, #58, and #59

remain in the facility. Care plans
have been.updated to reflect
current plan of care.

2. Residents in the facility have the
potential for an
inaccurate/incomplete care plan,

3, Education will be provided by
the VP of Clinical
Reimbursament / designee to
the Interdisciplinary Care Plan
Team to ensura care plans are
created and updated as needed
to reflect resident’s overall
condition. Nursing staff will be
re-educated by the

- DON/Designee on updating care
plans to reflect any changes in
patient care. Care plans will be
audited weekly following the
routine care plan schedula over
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F 656 : Continued From page 4
resident's representative(s
. (A) The resident's goals fo
" degired outcomes,
(B) The resident's preferen
futdre discharge. Facilifies
whether the resident's des

local contact agencies and

entities, for thig purpose.
“(C) Discharge plans in the

section.

plan, as appropriate, in ace
requirsments set forth in paragraph (¢) of this

admlssion and

ce and potential for
must document
re to return to the

community was assessed and any referrals to

or other appropriste

comprehensive care
ordance with the

This REQUIREMENT Is npt met as evidenced

three of 22 residents in th
Rasident # 52, # 58 and #

"Resident # 52 in the area ¢

2. Resident #59 did not ha
care plan develaped to ad

regarding use of an elastic

edema.
Findings include:. -

Resident # 82 in the area ¢

by:
‘_/ . Based on staff interview ahd ¢linlcal record
review, the facillty staff failed to develop and
implement a CCP (Compr}henslv«a Care Plan) for

survey sample,
8.

1. The facility staff falled to develop a CCP for

f hearlng.

ve a comprehensive
ress her vagetarian

. diet choice or the use of an anticoagulant.

*3. Resident #58 had no plan of care developsd

support dressing

applied to the resident's arm for freatment of

1. The facility steff falled & develop @ GCP for

f hearing.
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the next three months to ensure
they are current and accurate.

4, Results of audits will be taken to
the-monthly / quarterly Quality
Assurance Performance
Improvement for review and re-
education given as needed.

5. Corrective action will be
completed on March 1, 2018,
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' Resident # 52 was admi
: 10/01/14 with diagnoses
- to: major depressive dig
" high blood prassure, hyg

‘ CCPR or POS (physiclan”

The most current MDS

Continued From page 5

retantion. The resident
diagnoses of hearing los

tted to the facility on :
including, but rot limited |

order, anxiety disorder,

s listed on the resident's

3 order set).

- quarterly assessment dated 12/20/17. This MDS

agsessed the resident as having a cognitive score

of "3", mdlcatlng the resi
lmpan"ed in daily decisio

: resident was also asses
: having moderate difficult
i havingfusing a hearing §

the facility, Resident # 5
room Jaying in bed, This

- door and requested to ¢
t not respond. The same
- knock and tone of voice

ident was saverely

1 making skills. The
sed on this MDS, as
v hearing and not

Id or device.

2 was observed in her

was done, with a louder
and the resident did not

‘respond. The resident
farea, but did not respon

as looking at the door
. The surveyor mavad

othyroidism, and urinary
did not have an actual

S{nmimum data set)ywas a

O 01/30/18 at 10:45 a.in. during the initial tour of

surveyor knocked on the i
bme . The resident did

‘
{

N
1
1

F 6561

closer and spoke in a very loud tone and the ;
- resident said, "What" and then attermpted to sit up
. on the side of the bed. The surveyor made
; infroductions in a very loud tone, but the resident
> could not hear what was|being said.

02/01/18 08:04 AM the resident was observed in ¢
-the day room area close|to the nursing station

and near the resident's room. The residentis ina |
“wit, the resident was spoken to again, but the
“resident is very HOH {hard of hearing).

_The resident's clinical record was reviewesd and
. no evidence was found that the resident had any
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¢ but no actual revision wi
date.

: Interviewed regarding R
-loss and difficulty comm
did not have a hearing a

i did think that the reside

s seen-only & revision

-On 02/01/18 at 10:858 AM The ADON was

esident # 52's hearing
inicating due to the

hearing logs. The ADON stated that the resident

d and could not

remearmber the resident Having one in the past, but!

t had been tried an an
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F 656! Continued From page & F 856:
“type of hearing aids or devices. No evidence
could be found that the resident had sean an
audiologist or had any ty)pe of consuit for the
hearing loss. No Information was found in the
resident's clinical record|to indicate what caused
- the hearing loss or how long the resident had the -
. hearing loss. ’
The resident's CCP documented, ".._at risk for
falis...cognition impairment, blind in L. (left) eys, '
hearing impairment....imhaired naurological :
status.. HOH [hard of hearing]...Hearing and/or ¢ ;
" vislon consultation as needed..." This CCP was ! [
_initlated on 10/01/14, the resident's original :
N admission and has a revision date of 01/16/17, '

~amplifier at one point, byt could not remember

. and would have to look that up. The ADON was
informed of the resident’s CCP (cemprehensive
care plan) having minimal information and
interventions regarding the resident's extensive
hearing loss and no Information regarding any

" type of assistive hearing|devices. The ADON
was asked if the resident had any type of
consultation for hearing, [as referenced in the

took for that information.

On 02/01/18 at 11:50 AM, the ADON stated that
there was no hearing consuitation of any kind

1
b

resident's CCP. The ADON stated that she would l
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F 656 | Continued From page 7

found far Resident # 52 ¢
. medical records Is loakin

: The administrator and D
“was informed on 02/10/1
p.m., in a mesting with th

No further information an
- presented prior to the ex
02101418 at 4:00 p.m.

' 2. Resident#59 did not
b, CAre plan developed 10 &
‘ : diet choice or tha use of
Resgident #58 was admitt
12/15/2017 with the follo

{ract infection, degenera
nervous system,and hyp

« The admission MDS (mij

‘ assessed Resident #59 &
summary score of "15", |
cognitively intact.

. Resident #59 was intervi

interview, Resident #59 ¢
vegetarian by choice.

¢ The clinical record wag re
at approximately 3:00 p.n
physician order section w
“Lovenox [an anticoaguiz

 [deep vein thrombosis] p

2nd further stated that
a.

ON (directar of nursing)
8 at approximately 2:30
e survey team.

d/or documentation was
t conference on

have a comprehensive
ddress her vegetarian
an anticoagulant,

ad to the facility on
ving diagnoses, but not

“limited to: Major depresifive disorder, urinary

ve disease of the
athyroidism.

ifmum data set)

15 having a cognitive
ndicating she was

ewed on 01/30/2018

. regarding her Ife at the f gcility. During the

tated that she was a

zviewed on 01/30/2018

n. Observed onthe

as an order for :
nt] 40 mg/0.4 mi Inject

0.4 ml subcutaneously ope tine a day for DVT

!

ophylaxis."

1

F 6561
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sor informatlon regarding
therapy.

. The abovs information v
meeting on 01/31/2018.
nursingy stated, "Well g

- On 02/01/2018 tha ADO
- nursing) presented upds
" Resident #59. The ADQ)
. updated and developed
" stated, "Nursing and MO

care plans.”

No further information w;
exit confarence an 02/01

3. Resident #58 had no

regarding use of an elas
~applied to the resident's
“edema.

F 656!

The care plan was reviewed, There weare no
: Interventions for Resident #59's vegetarian status

her anticoagulation

as discussed during a
The DON [director of
et that.”

N (assistant director of

ted care plans for

N was asked whao

the care plans, She :
3 are responsible for the i

as obtained prior to the -
12018 ;

blan of care develeped
tic support dressing :
right arm for treatment of |

-and chronic kidney dise

wrap/bandage covering

" Resident #58 was admitted 1o tha facility on

. B/2/17 with a re-admission on 9/21/17.

: Diagnoses for Resident #58 included high blood
pressure, dishetes, heant disease, depression,

- anxiety, history of breast cancer, lymphedema ¢

sa. The minimum data

" set (MDS) dated 12/27/M17 assessed Resident
- #53 with moderately impaired cognitive skills,

On 1/31/18 at 8:35 a.m.) Resident #58 was
observed In her wheelchair with an elastic .

ner right arm. Resident
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- #68 stated at this time the elastic support

| dressing was for treatment of swelling following
. surgery for breast cancer. Resident #58 stated
: therapy applied the elasiic wrap several times

- each week and was worl

king toward ordering her

" a support "sleeve” to help with the swelling in her

Larm.

; physician's order dated 1

" regarding lymphedema |

- physician's order dated 1

: occupational therapy thr
|~ | Included application of th

oo | lymphedema.

. The resident's plan of ca

- had no problems, goals

. The care plan listed the
i lymphedema but made ¥
 to use of the elastic dres

F0On 13118 at 8:52 a.m,,
#3) caring for Resident #
about the elastic support

* the support wrap was fo

- lymphedena in the resid

: stated therapy applied th

- #3 stated she did not kn

therapy to evaluate and f
n tha right arm. A

Resident #68's clinical record dacumented a

18MT for oceupational
reat the resident

/9118 documented

se times per week that |

e wrap for treatment of |

re {print date 1/31/18)

and/or interventions
regarding use of the elastic wrap on her right arm. -
resident had a histary of
10 mention or reference
sing/wrap.

the registerad nurse (RN :

158 wasg interviewed

dressing. RN #3 stated

- treatment of

ent's right arm. RN #3
e support dressing. RN
ow why the elastic wrap

~was not on the care plan,

: On 1/31/18 at 9:00 a.m.,
nurse (LPN #1) respons
- plans was Interviewed a
wrap. LPN #1 looked th
“stated she did not sae a
about the suppert dressi

the licensed practical
ble for MDS and care
»out Resident #58's arm
rough the care plan and
hything on the care plan
ng. LPN #1 stated
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{X1) PROVIDER/SUPPLIER/GUA .
IDENTIFICATION NUMBER: -
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| (X2) MULYIPLE CONSTRUCTION

A BULDING

(%3) DATE SURVEY
COMPLETED
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-
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NAME OF FROVIDER OR SUPPLIER

SHENANDOAH VALLEY HEALTH AN

L REMAB

STREET ADDRESS, GITY, STATE, ZIF CODE
3737 CATALPAAVE, PG BOX 711

XD |
PREFIX !
TAG

SUMMARY STATEMENT

OF DEFICIENCIES

{EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDEN

TIFYING INFORMATION)

D
PREFRIX
TAG

BUENA VISTA, VA 24418

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
. COMPLETION
DATE

F 657 !
§8=E1

F 656"
. therapy applied the wrap 1

- On 1/31/18 at 3:00 p.m. tf
t therapist (OT) that cared 1
“interviewed. The OT stated Resident #58 was

: Interdisciplinary plan of ca

 Thesa findings were revieg
. administrator and director
“meeting on 1/31/18 at 3:50 p.m.

: §483.21(b) Comprehensi
: §483.21(b)(2) A comprehensive care plan must
" be-
" {i) Daveloped within 7 day
: the comprehensive asse
i (i) Prepared by an Interdisciplinary team, that
“includes but is not limited :
" (A) The attending physician. H

_resident,
:(C) A nurse aide with resy;
i resident.

Continued From page 10

seen tivee imes per wee
lymphedama in the right &
support wrap had been sU

o the resident's arm,

e occupational i
or Resident #58 was

K for treatment of :
rm. The QT stated the |
ceessful In reducing

swelling in the resident's arm. The O stated she |
had a treatment plan in therapy concerning the !

- wrap. The OT stated she/communicated weekly
- to the nursing staff about the resident's progress

and participated In daily mestings with the MDS
coordinator. The OT stated she did not know why

the support dressing was

not part of the
re for Resident #58,

wed with the
of nursing during a

Care Plan Timing and Revislon

CFR{s). 483.21(b)(2)1-(i

—

e Care Plans

s after complation of
ment,

tQ=-

(B) A registered nurse with responsibility for the

(D) A member of food angd

onsibility for the

nutrition services staff.

(E) To the extent practicable, the participation of |

. the resident andithe residgnt's representative(s).

!
F 656
i

F 857!

#60 remain in the facility. Care
plans have been updated to
reflect current plan of care.
Residents in the facility have the
potential for an
inaccurate/incomplete care plan,
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| An explanation must be included In a resident's i
- medical record if the participation of the resident |

- and their resident represer

tative Is determined

not practicable for the development of the

resident's care plan.
- (F) Other appropriate staff
. disciplines as determined
: or as requested by tha res
- (iiReviewed and revised b
‘team after each assessme

_assessments.

or professlonals in

1y the resident's needs

dant. :
y the Interdigclplinary

nt, including boththe «
- comprehensive and quarﬁ:y review

" This REQUIREMENT is not met as evidenced

by
© Based on, staff Interviaw

\
S

nd clinical record

t review, the facility staff failed to review and revise |
- & comprehengive care plan for five of 22 :
‘ residents, Residents #28, #59, #60, #8, and #61. !

1. Resident (R 25) cars plan was notrevisedto
;include Interventions regarding maod and -

: behaviors,

2. The facility staff failed to remava foley catheter ‘
- care from Resident #59's ¢are plan after the

catheter was discontinued

: therapy and lab work (PT/
{ #60's care plan after the m
" discontinued.

. 4. Facility staff-falled to up
i CCP {comprehansive care

3. Facility staff failed to remove Coumadin

NR) from Resident
edication was

date Resident #8's
plan) to include this

- resident's overall. decline It her health status.

. 5. Resident 51's care plan]

was not revised to

“include care and treatment for a new pressure

- §Ore,

FORM GME-2567(02-99) Pravious Verslons Obzolete

®

AN

zeoo/seloo@®

o

3. Education will be provided by

the VP of Clinical
Reimbursement / designee to
the Interdisciplinary Care Plan
Team to ensure care plans are
created and updated as needed
to reflect resident’s overall
condition, Nursing staff will be
re-educated by the
.DON/Designee on updating care
plans to reflect any changes in
patient care. Care plans will bhe
audited weekly following the
routine care plan schedule over

the next three months to ensure

they are current and accurate. .

4. Results of audits will be taken to

the monthly / quarterly Quality
Assurance Performance
Improvement for review and re-
education given as needed.
Corrective action will be
completed on March 1, 2018,

Event It 840741

Facility 1D; vAD223

e
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F 857 ' Continued From page 14 F 6571

‘ Findlngs include:
*4. Resident (R 25) care
behaviors.

1. R 25 was admitted to
. with diagnoses that inchu

quarterly assessment wit
reference date) of 11/22/
as being moderately cog

R 25's eisctronic record
R 28's care plan review ¢
for mood and behavior w
combativeness, yelling o
digorder and psychotrop
medications. According

* documentation this care

/22018,

Review of the intarventio
- behavior care plan did ne
redirection prompts and
_activities (not specific), ¢
this care plan only includ
review madications.

On 02/01/18 08:14 AM L
- MDS coordinator (LPN #
conceming the care plan
and behavlor intervention
interventions and agreed
needed {0 be addressed
non pharmacological inte

plan was not revised to

- include interventions regarding mood and

the facility on 1/25/12
ded depression.

h an ARD (assessment
nitively impaired.

was reviewed on 1/31/18.
locumented a care plan
ith & history of refusals,
ut related to depression
¢ and antidepressant

to care plan

ns for mood ang

3t include diversional or
onty generalizing 1:1
Dither interventions for
ed, give, monitor, and

cense practical nurse,
1} was interviewed

s. LPN #1 reviewed
that the care plan

and updated to include
rventions.

The most recent MDS (minimum data set) was a

17. R 25 was assessed |

1

plan was last revised on

regarding sltered mood -
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- On 21/18 at 2:00 p.m. the above finding was

; brought to the attention of the director of nursing |
- and administrator during & meeting. The DON aor

i administrator did not comment,

Na further information wa
conference on 2/1/18.

5 presented prior to exit .

2. The facifity staff falled {0 remove Foley
- catheter care from Resldent #59's care plan after !
the catheter was dizcontinued. :

: Resident #59 was admittad to the facllity on
N 12/15/2017 with the following diagnoses, but not
SN limited to: Major depressive discrder, urinary

“fract infection, degenerat]

{e disease of the
nervous sysiem,and hypo

hyroidism,

: The admission MDS (min
- assessed Resident #50 g
. summary score of 15", in
. cognitively intact,

mum data set) .
s having a cognltive
dicating she was

- Resident #50 was interviewed on 01/30/2018
regarding her life at the fagility. During the
interview, Resident#59 stated that when she

. came to the facllity she had a catheter but the

: facility had helped her with bladder training and

. now she had it out,

The elinical record was reViewed on 04/30/2018
. &t approximately 3:00 p.ml The care plan was ;
‘reviewed. There were infterventions for Resident
#59's Foley catheter care %nciuding but not limited

to: size of catheter, timing of catheter bag
j changss, and catheter care every shift.

: The above information was discussed during a

FORM CMS-2567(02-88) Pravious Versions Obsolate
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F 657 Continued From page 14 , Fab7|

- meeting on 01/31/2018. {The administrative team |
was asked when the catheter should have come ¢
off af the care pan. The DON [director of numng}'

. stated, "When it was disgontinued.”

- On OQ{DHQ(HB the ADON (assistant director of |

- nursing) preasented updated care plans for !

: Resident #58, The ADON was asked who

: updated and developed the care plans. She :

" stated, "Nursing and MDS are respensible for the |
care plans.”

_Na further information was obtained prior to the
axit conference on 02/01/2018.
T

* 3. Facility staff failed to remove Coumadin
therapy and lab work (FT/INR) from Rasidant

- #60's care plan after the medication was
discontinued.

: Resident #60 was originglly admitted to the facility -

~on 04/19/18 and readmitted on 12/22/17 with

- diagnoses including, but pot limited to: ESRD :

: {end stage renal diseass) requiring HD i

: (hemodialysis), Respiratery Failure, Pleural :

; Effusion, Pneumonia, Urinary Retention, {
Diabetes, Hypertenslon, Anxiety and Depression.

The most recent MDS (minimum data set) was a |
gsignificant change assessment with an ARD ‘
i {(assessment reference date) of 12/28/17.
: Resident #60 was assessed as cognitively intact
: with a total cognitive scofe of 13 out of 16,

Resident #60's clinical record was reviewed on
- 01/30/18 at approximately 3:00 p.m. During
review of the CCP an intervention for Coumadin
. therapy and PT/INR labs|was noted. This focus

i
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F 657 ’ Continued From page 15

“area and Inferventlon was
10017 for 2 DVT (deep

added to the CCP on
vein thrombosis).

physician orders and
tration sheet) for the
hrough 02/01/18

: Subsequent review of the
i MAR (medication adminis
i sUrvey dates of 01/30/18
" showed this medication and labs had been :
discontinued. The CCP had not been updated to !
reflect these changes in Resident #60's plan of
~care (POC).

The ADON (assistant director of nursing) was

- interviewed on 02/01/18 at approximatsly 11:54
fa.m, regarding who g ra%seonsible for updating
=~ :the GCP. The ADON stated, "Mosily nursing, but
L el departments can upd&je for themselves,"
_ The Administrator and DON (director of nursing)

- were Informed of the above information during a

i meeting with the survey team on 02/01/18 at

. approximately 2:05 p.m. No further information

‘ was received by the survey team prior to the exit
conference on 02/01/18.

Resident #8's CCP
}to include this
n her health status,

: 4. Facility failed to update
i {(comprehensive care plar
| resident's overall decline i

Resident #8 was originally
on 09/22/14 and readmitte
: dlagnoses Including, but r
P with behaviors, Abnormal
' Stenosis, CVA (cerebrova
Parkinson's Disease and

admitted to the facility -
ad on 04/29/16 with

ot limited to: Dementia -
posture, Spinal

scufar accident),
Hemiplegia,

. The most recent MDS {mi
“an annugl assessment wi
. reference date) of 11/01/1

nimum data sef) was .
han ARD (assessment *
7. Resident #8 was

D FROVIDER'S PLAN QF CORRECTION [X5}
PREFIX (EACH CORRECTIVE ACTION SHOULD BE ¢ COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. CEFICIENCY)
!
]
F 657}

'
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F 6671 Continued From page 16 F 657

‘ assessed as severely impaired in her short and
: long term memory and daily decision making

- skilis.

Throughout the survey 01/30/18 through 02/01/18
: Resident #38 was observed iying in bed,

- positioned side 1o side wi

matfress. Resident #3 h
- quarter sidersils in place
. each palm.

pillows and a concave i
o her eves closad,

and folded washcloths in i

. The dinical record of Regldent #8 was reviewed

on 01/31/18 at 8:30 a.m.
- CCP (comprehensive car
s fallowing Interventions: "
items available and In ea
s reacher. Footwear to pra

Review of Resident #8's .
e plan) Included the
..Call light or personal

sy réach or provide

vide slipping. Assistin

ADL's [activities of daily living] and mobiilty as
needed. Assure patient is rnonitored during
- mealtme if needed. Enc%vurage choices with

-cara. Feeds self after m
[percentage] consumed;
Oral care assistance as n

_involve me in out of room

i watching" in the amall da

Review of Resident #8"s :
110117 indicated this re
i non-ambulatory, with Imp
- {range of motion) in all fo
" #8 was totaliy dependsnt
*Including dressing, eating,
. positioning. She was als
- bowel and bladder.

. Resident #8's CCP was
: any of the deficits mentio
- (assistant director of nurs

02/01/18 at approximately

al setup; monitor %

weight per protocol.

egded.. Continue to
activities like "people
room..."

sniual MDS dated g
sident was :
airmants in her ROM ;
Lr exfremities. Resident !
for ail her ADL's, '
hygiene, bathing and

) totally Incontinent of

never updated to include

ned above. The ADON
ing) was interviewed on |
11:54 a.m. regarding |
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S who i responsible for up
" ADON stated, "Mostly nu
“depariments can update

The Administrator and D
“were informed of the abd
mesting with the survey {
approximately 2:05 p.m,
“was received by the sury
. conference on 02/01/18.

&, Resident 51°s care pl:
include care and treatme
sore.

- Resident #51 was admitf
_3/9/17 with diagnoses th
schizoaffective disorder,
- COPD (chronic obstructi
- tibia fracture and high big
minimum data set (MDS
“assessed Resident #51

- Resident #51's clinical rg
" nursing note dated 1/28/
was assessed with a pre
heel, Tha record docum
" dated 1/28/18 for treatme
heal ulcer each day with
" dry padded dressing,

dating the CCP. The
rsing, but all
for themselves "

ON (director of nursing)
ve Information during a
sam on D2/01M18 at
No further information
ay tearn prior to the exit

2t was not revized {o
nt for a new pressure

ed to the facility on

5t Included

panle disorder, anxiety,
ve pulmonary diseasea),
o pressure. The
dated 12/20/17

25 cognitively Infact,

cord documented g

18 stating the resident
ssure wicer on her right |
ented a physiclan's order
=nt to the resident's right
wound cleanser and a

On 1/31/18 at 1:30 p.m,,
#4) responsible for wou

physician's order,

- Resldent #51's plan of ¢

the registered nurse (RN |

performing a dressing change to a pressure ulcer

r:id care was observed
on the resident's right heel according to the

re (print date 1/31/18)
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SUMMARY STATEMENT|
(SACH DEFIIENCY MUBT B
REGULATORY OR LSC IDEN;

4o |
PREFIX
TAG

OF DEFICIENCIES
£ PRECEDED BY PULL
TIFYING INFORMATION)

[} E
PREFIX
TAG
DEFICIENCY)

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
- GROSS-REFERENCED TO THE APFROPRIATE

; {¥5)
¢ COMPLETION
! DATE

+

i
F @57 | Continued From page 18

. dogumented the resident

. teveloping pressure ulcer
. mobility and a history of sk
dIritation. The resident's ¢
i ravised to include any pro

" pressure ulcer on the righ

. On 211018 &t 10:26 &.m.,
<nurse (LPN #1) responsib

- Resident #51's care plan.

-was nothing on the care p

“ulcer. LPN #1 stated she

i . plang during the quarterly
/’J, .- ,-Mmanager was responsible
-t when.any new problems &

These findings weare revie
-administrator and director
. meeting on 2/1/18 at 2:30
F 684 | Quality of Care
88=E | CFR(s): 483.25

§ 483.25 Quality of care

| applies to all treatment an
: facility residents. Based o
. assessment of a resident,
. that resldents receive trea
faccordance with professig
i practice, the comprehens
: care plan, and the.residen
. This REQUIREMENT Is 1
" by: .o

; Based on staff interview,

- and clinical record review,

wvas at risk of :
s due to decreased bed |
«In tears and skin

are plan was not :
blems, goals and/or

{ interventions regarding.the newly developed

heel,

the licensed praétioal
e for MDS and ¢are

. plan development was interviewed about

LPN #1 stated there

an about the right heel
routinely updated care
review and the unit :
for revising cars plans E
nd/or issues occurred, |

wed with the
of nursing during a
p.m.

! Quality of care is & fundarmental principle that

d care provided to :
t the comprehensive !
the facility must ensure |
tment and care In

nal standards of

ve person-centered
ts' choices,

ot met as evidenced

facility document review |

Tacility staff falled to

; document physician ordered fluid restrictions for

F 657

5. . .

Resident #60 remains in the

facllity. Resident’s order was
updated to reflect resident’s
fluid restriction during survey.

Residents in the facility on fluid

restriction have the potential to
be effected by this deficient
practice. An audit was
completed on 2/01/2018 of
residents with fluid restrictions
to ensure orders were correct.
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OF DEFICIENCIES

: one of 22 residents In the ¢
i Resident #60.

i Facility staff failed {o accur
Rasident #60's fluid intake
period as ordered by the p

" Findings included:

. Resident #60 was originall
on 04/18/16 and readmilte

{snd stage renal disease)

urvey sample,

ately document
in every 24 hour
ysician.

y admitted to the acility |

d on 12/22/17 with |

diagnoses including, but n?t fimited to: ESRD

equiring HD

D

; (hemodialysie), Respiratory Failure, Pleural

Effusion, Pneumonla, Urinary Retention,

' Diabstes, Hypertension, Anxiety and Depression. -

><4) 1o} ! SUMMARY 5 TATEMENT D PROVIDER'S PLAN OF CORRECTION {%5)
pREF]X {EACH DEFICIENCY MUST BE PRECEDED BY FULL FREF|X (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LG IDENTJFYING IMFORMATION) TAG CROSS-REFERENCED TO THEARPPROPRIATE DATE
DEFICIENCY)
‘. i
F 684 i Continued From page 19 F 634

Licensed nursing staff will be re-
educated on how to write orders
for fluid restriction. Audits will
be completed 5x per week x 3
months to ensure amount
allocated has bean given with
appropriate documentation
provided on MAR.

Results of audit will be taken to
the monthly/ guarterly Quality

" The most recont MDS (mi
significant change assessy
: (assessment reference dad
Residant #60 was assesse
with a fotal cognitive score

! Resident #60s <linical reo:
 01/30/18 at approximately
P POS (physician order shee
; included the fallowing orde
. [patient] fluld Intake, 5G oz
- hours max [maxirmumy] infa

Subsequent review of the
. (medication administration

" was noted by only a check
s shift. No fluid intake amou

- reviewed and again showa
boxes for fluid restrictions,

1500 cc {cubic centimeters

imum data set) was a
nent with an ARD

@) of 12/29/17.

d as cognitively intact
of 13 out of 15.

ord was reviewsd on
3:00 p.m. The current
by dated 02/01/18

r: “..monitor pf, -
[ounces] g [every] 24
ke. every shiff..." (sic)

Jaruary 2018 MAR
sheet) included the
Yhuid restriction, but
in the box for each
nt was documented on §

" the MAR per shift. The Task screen was also

d only checks in the

FORM CMS-2567(02-99) Pravious Varsions Obselete

o0/ Lzo0B

Assurance Performance
Improvement Committee for
review. -

e

Torrective action will be
completed on March 1; 2018
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(X4} ID SUMMARY STATEME
PREFIX

TAG

T QF DEFICIENCIES

i
5 (EACH DEFICIENGY MUST|RE PRECEDED BY FULL
E REGULATCRY OR LSC IDETTIFYING INFORMATION)

o

PREF{X

TAG

: PROVIDER'S PLAN OF CORRECTION
£ (EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROFRIATE
DEFICIENCY)

g
o COMPLETION
DATE

3

F 8341 Continued From page 2

: physician order is usiiall

' p.m., We do not have a

" shift."

e ]

i meeting with the survey
i approximately 2:05 p.m.

conference on 02/01/18.
F 685
§5=0

CFR(s): 483.25(a)(1)(2)

fTo ensure that residents
“and assistive devices to
- hearing abilities, the facil
- assist the resident.

, §483.25(a)(1) In making

' §483.25(a)(2) By arrangi

and from the office of a p
- the treatment of vision o
- the offlce of a profession

. This REQUIREMENT s
by
: Based on observation, r

. §483.25(a) Vision and hearing ]

tOr 02/01/18 at 11:50 a.m. the ADON (asglatant
| director of nursing) was Interviewed regarding

i documentation of fluid intake for residents on

| physician ordered fluld restrictions. The ADCN

i stated, "We don't have alflowsheet. Distary has
. limits per meals and nurging has limits. A

written breaking down

‘ the limits per shift." The iﬁDON stated at 1:35

pecific flowsheet to

: record fluld intake right nbw. | have written an
s order breaking down his fiuid restrictions per

 The Administrator and DON (director of nursing) |
were informed of the abave information duringa ¢

eam on 02/01/18 at
No further information

i

- was received by the survey team prior 10 the exit

Treatment/Devices to Maintain Hearing/Vislon

receive proper treatment |
maintain vision and ;
ty must, if necessary,

appaintments, and

g for trangportation to
ractitioner specializing in l
hearing impairment or
al specializing in the

: provision of vision or hearing asslstive devices.

not met as evidenced

Lsident interview, staff

]

F 684:[
i

Resident #52 remains in facility,
Facility contacted responsible
party on 2/15/18 ta obtain
consent to send resident out of
facility to audiologist for consult.
Resident’s family declined as
resident has hearing aids at her

. horme but in the past has refused
to wear. Responsible party
stated she will bring hearing aids
into facility for facility to trial
resident with them again.
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“area, but did not respond.

 on the sids of the bed. Th

- knock and tene of volce ang the resident did not |
Jrespond. The resident was looking at the door

he surveyor moved

i closer and spoke in a very {oud tone and the .
| resident said, "What” and then attempted to sit up |

surveyor made

(X4 D i SUMMARY STATEMENT OF DEFICIENCIES w | PROVIDER'S PLAN OF CORRECTION I xg
PREFIX i {EACH DEFICIENCY MUST BE|PRECEDED BY FULL PREFIX i {EACH CORRECTIVE AGTION SHOULD BE | COMPLETION
TAG | REGULATORY OR LSC IDENTIEYING INFORMATION) TAG | CROSS-REFERENCED TO YHEAPPROPRIATE i DATE
i '_ : DEFICIENCY) '
. 1 1 '
: i
F 685 I Continued From page 21 - F 685
interview and clinical recorg review, the faclity . :
- staff failed ensure one af 22 residents in the i - " in the facilit -
. survey samploe received cane and/or services for 2, Residents in the facility
: hearing loss for Resident #52, : f identified with hearing loss have
! ' ; ial e affected b
 The facllty staff falled to ensure that Resldent# | the potential to be affe Y
52 received a hearlng evaluation and/or consult to this deficient practice. ‘
" address the resident's significant hearing loss., 3. An audit will be conducted to
f Findings include: i identify residents with hearing
L ; impairment. Residents
: Resident#'w was admitted to the facllityon | identified will have consents
. 10/01/14 with diagnoses including, but not limited | b 4 i i
to: major depressive disorder, anxiety disorder, obtalned and if applicable,
) ! high blood pressure, hypothyroidism, and urinary | - audiology consults will be
L retantion. The resident did|\not have an actual ’ ! scheduled. Nursing staff were
{ diagnoses of hearing loss listed on the resident's )
- CCP or on the POS (physidlan's order set). educated on 2/21/2018 to notify
i . ; social services of any resident
: The most current MDS (minimum data set) was a ; ith ted hearing |
: quarterly assessment dated 12/20/17. This MDS | With suspected hearing l0ss.
: assessed the resident as having a cognitive score | Social services will then contact
;of "3’; indicating the resident was severely ’ responsible party to address’
. impaired in daily decision making skills, The ; .
Lresident was also assessed on this MDS, as i hearing loss and schedule
“having moderate difficulty Hearing end not 5 appolntments if desired.
: having/using a hearing aid br device. .: 4. Results of audits will be taken to
- On 01/30/18 at 10:46 a.m. guring the initial tour of | the manthly/ quarterly Quality
the faciliiy, R‘eSident # 52 as ohserved in her . Assurance Performance
. room laying in bed. This surveyor krocked on the | .
i door and requested to come in. The resident did Improvement for review. _
- not respond. The.same was done, with a louder | 5. " Corrective action will be

completed on March 1, 2018. -
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'F 685! Continued From page 22 F 6851

introductions in a very lou
could not hear what was b

' 02/01/18 08:04 AM the r

1 tone, but the resident
eing sald. ;

sident was observed in |

" the day room area close to the nursing station

“wic, the resident was spoken to again, but the
resident is is very HOH (hard of hearing).

- The resident’s clinical record was reviewed and
- 1o avidencs was found that the resident had any

and near the resident's rodbm. The residentis in &

. type of hearing aids or de
could be found that the re
avdiclogist or had any type

. hearing loss. No informat

- resident's clinical racord ta

. the hearing loss or how lo

" hearing loss,

_The resident's CCP docun
“falls...cognition impairmear

status...HOH [hard of hea
. Vision consultation as nee
Viniiiated an 10/01/14, the n
- admission and has a revis
. but no actusl revision was
. date.

- On 02/61/18 at 10:55 AM
- interviewed regarding Res
- loss and difficulty commur,
hearing [0ss. The ADON
did not have a hearing aid
_remember the resident ha
- did think that the resident
amplifier al one point, but
and would have to lcok tha

ices, No evidence

sident had seen an

> of consult for the

onwas found in the
indicate what cauged |

ng the resident had the

nented, "...at risk for
t, blind in L (left) eye,

hearing impairment_‘.‘imp![:ured neurological

ing)...Hearing andfor
ded..." This CCP was
esident's original
ion date of 01/16/17,
seen-only a revislon

The ADON was
sident # 52's hearing
icating dus to the

and could not

ing one in the past, but.
had been trled onan |
could not remember |
atup. The ADON was

tated that the resldent
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PRECEDED BY FLLL PREFIY,
TAG

: PROVIDER'S PLAN OF CORRECTION
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. COMPLETION

DATE
DEFICIENCY)

F 685 | Continued From page 23

‘ gare plan) having minimal

- hearing loss and no inform
type of assistive hearing d

. cansultation for hearing, &

" look for that information.

: medical records is looking.

were informed on 02/10/1
Tpam., ina meeting with the

: hearing loss and that no in
i documentation could be lo
; clinical records to indicate
: hearing loss had been add

: No further information and
" presanted prior to the exit ¢
: 02701718 at 4:00 p.m.
F 889 ; Free of Accident Hazards/$
s8=0| CFR(s): 483.25(d)}(1)(2)

' §483.25(d) Accldents.

¢ The facility must ensure th
§483.25(d)(1) The resident
:as free of accldent hazards

', §483.25(d){2)Each residen
_sypervision and assistance
- accldents,

“informed of the resident's CCP (comprehensive

_interventions regarding the|resident’s extensive

The administrator and DO é

nformation and '

ation regarding any
vices, The ADON

-was asked If the resident had any type of

referenced in the

resident's CCP. The ADON stated that she would |

" On 02/01/18 at 11:50 AM, the ADON stated that ’
there was no hearlng consultation of any kind :
found for Resident # 52 and further stated that

(director of nursing) ;
at approximately 2:30 |
survey team of :

: concerns with the degree of Resident # 52's ,

formation andfor
cated in the resident's |
that the resident's
ressed,

or dogumentation was
conference on i

supervision/Devices

at -
environment remains |
as s possible; and !

t recelves adequats
: devices to prevent

F 680
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F 689 | Continued From page 24 . F 680
| This REQUIREMENT is nbt met as evidenced :

by i
: Based on observation, regident interview, staff |
{
|

1, Residents #51, #58, and #83 remain
in the facility, The loose bedrail for
resident #51 was repaired during

| interview and clinical record review, the facility
: staff failed to ensure a safe room environment for |
: three of 22 residents in tha survey sample. '

. Resident #51 had a loose bed rail and the bed survey. The wheelchair brake for
i sontrol remote cable was in disrepair with. - resident #58 has been repaired. Bed
: exposed wiring. The right brake had an exposed,
: rough {ip on Resident #58's wheelchair due to a [ contrc?ls for. Resldents #53:’ #58, and
: missing handle and her bed control remate cable | #83 with cracked, protective outer

, ; had exposed wiring. The bed remote cable for coating were repalred during survey.
i Resident #83 was in disrepair with wiring A
. axposed. :, Audits were completed of bed
N 1

/.\, : 5 controls and repaired by using :
: The findings include: electrical tape to cover. Beds

1. Restdent #51 was using a loose bed rall and | - identified with controls having
i the cabla to the bed remote was In disrepalr with | cracked, protective outer coating

i o iring. i
: exposed wiring were repaired and an order was

. Resident #51 was admittef! to the facility on placed for new controls.

1 3/0/17 with diagnoses that|included P Replacement controls have been
: schizoaffective disorder, panic disorder, anxiety, !

CORD (chronic obstructive pulmonary disease), ‘ ) received in facility and maintenance
i tibig fracture and high blood pressure. The currently replacing controls.
! minimum data set (MDS) dated 12/20/17 j 2. Bedrails, bed controls, and

: assessed Resident #51 ag cognitively intact.
3 g ’ wheelchairs in the facility have the
: On 1/30/18 at 11:17 a.m., Resident #51 was : potential to be affected by this

' i observed In bed. Resident #51 grabbed the left - ; ;

f { quarter length rail on her bed to adjust her deficient practice. Bedrat!"s, bed )

: positioning.- The left bed rail was loose, moving controls, and wheelchairs in the in
i back and_ forth 25 the resident pressed and pulled facility will be assessed by
‘ontherall. In addition, the cable to the bed ! Maint to identif .
. cantrol remote was in disrepair with multi-colored alntenance 1o identity any repairs
- wiring visible through broken, missing sections of | - or adjustments.

. the cable covering. Resident #51 was

¢ interviewed at this time abput the loose rail and
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1

: ihe exposed wiring., Resic

dent #51 stated she

" used the rails to reposition in bed and she was

not aware of the wiring ex
- controf cable.

_On 1/30/18 at 11:27 a.m.,
"nurse (LPN # #3) caring f
i shown the loose rall, and
was interviewed about th

posed on the bed

the licensed practical

or Resident #51 was ;
pxposed wires, LPN 43
iterns in disrepair.

{(Xd) 1D SUMMARY STATEMENT OF DEFICIENCIES o i PROVIDER'S PLAN OF CORRECTION : {xs)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTIQN SHOULD BE ' COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG 3 CROSS-REFERENCED TO THE APPROFRIATE DATE
: DEFICIENCY)
1
F 89 ! Continued From page 25

F 689)

3. Education will be provided by
DNS/designee to report loose
bedrails/damaged bed controls and
missing/damaged wheelchair brake
handles and rods to Maintenance
for repair and adjustments. Audits

_for ilems needing repalr.

 LPN #3 stated maintenange used to go through
“rooms and make 3 list if needed repairs. LPN #3

stated work orders were gupposed to be written
PN #3 stated she
would report the loose rail and exposed wiring to

" the maintenance director.

director was interviewed
loose bed rail and expos

- On 113118 at 2:30 p.m.,;

e rmaintenance
hout Resident #51's
d wirlng on the bed

remote. The maintenance director stated
Resident #51's bed rail was loose from use and

_needed to be tightaned.

he malntenance

: director stated residents tended to wrap the bed
i remote cables around thel bed rails resulting in

: cracks 1o the cable covering. The maintenance
- director stated exposed
: covering were insulated and the remotes were

ires Underneath the

will be done 5x weekly during Care
Keeper Rounds to ensure bedrails
are not loose and bed controls are
without cracked, protective outer
coating. Audits will be conducted by
the shower team weekly to ensure
brake handles and rods are in place.

Maintenance will complete monthly
audits on beds to identify controls
with cracked protective outer
coating, loose side rails needing
repair and damaged wheelchair

. broken cable covers pres

- still working. The mainte che director stated the |

_resident because the cable/remote was “low
i voltage.” The maintenange director stated he

‘ repaired the bed cables w
F perform routine malntena

These findings were revie
administrator and director|
. meeting on 2/1/18 at 10:3

FORM CMS8-2567(02-99) Previous Versions Dbsalats

»

nted little risk to the

fl

hen reported but did not ;
nce on the bed remotes, |

wed with the
of nursing during a
O a.m.

brake handles and rods.

Results of these audits will be taken
to Quallty Assurance for review and
with appropriate recommendations
made. These audits will be ongoing
and the QAPI committee responsibie
_ __forongoing compliance. R

5. Date of completion March 1, 2018.

Event 1D; 640211

z2go0/lzooB

Facilly ID: VAN223 If continuafion sheet Page 26 of 51

wd  WARKIh QInZiczsEn




DEPARTMENT OF HEALTH AND HU,

MAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 02/16/2018
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE, CONSTRUCTION
WRKAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING
‘ 495168 B. WING —
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
3737 CATALPA AVE,
SHENANDOAH VALLEY HEAL'TH AND REHAR E PO BOX 711

(X3) DATE SURVEY
COMPLETED

Cc
02/01/2018
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PREFIX °
TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE
REGULATORY QR LSC IDENTIR

PRECEDED BY FULL
YING INFORMATION)

F 689 l Continued From page 26

 handle. Resident #58's bed
i had exposed wiring.

' Resident #58 was admitted
. 6/2/17 with & re-admission @
- Diagnoses for Resident #68

2. The right brake rod had ap exposed, rough tip
' on Resident #58's wheelchalr due to a missing |

control remote cable |

to the faciity on
n 8/2117.
included high blood

| pressure, diabetes, heart diseage, depression,
" anxiety, history of breast cancer, lymphedema

and chronic kidney disease,
set (MDS) dated 12/27/17 &

#53 with moderately impairg

The minimum data

ssassed Resident
d cognitive skills.

On 1/30/18 2t 11:30 a.m., Resident #58 was

observed in her wheelchair s(%

alf-propelling in her

wheelchalr had an expossed | rough tip due to a

room. The right brake on thf resident's

- missing handle cover. The
_piaces of pink foam taped g
i the rod, Resident #58 was i
i time about the missing brake handle. The
. Tesident stated the handle g
- someoneg taped the foarn pie
her{o use as a handle. The
: foam pieces were loose and
: of the brake rod.

| On 1/31/18 8t 8:47 a.m.. Re

. covering and exposed wiring

remate cahle was observed

nterviewed at this

rip broke and
sCes over the rod for

" director came in the room at
; observation and covered thd
‘taps. The maintenance dire

at this time about the broken
wires, The maintenance dir

- the bed remote cables were
twireg exposed and he was
" temporatily with tape.

ctor was interviewed

rake rod had two :
the middle section of |

i
i
i
i

resident statad the
did not cover the tip

sident #58's bed
with a cracked

. The mainienance
the time of this
broken cable with

cable and exposed

sctor stated some of -

cracked/broken with

overing them

BUENA VISTA, VA 24418

10 : PROVIDER'S PLAN OF CORRECTION . {¥s)
PREFIX (EACH CORRELTIVE ACTION BHOULD BE , COMPLETION
TAG i CROSS-REFERENCED T( THE APPROPRIATE DATE
N DEFIGIENCY}
!
i
F 6891
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10N 1/31M8 at 8:52 a.m., a

: registered nurse (RN #3) ¢

' the missing tbrake handie ¢

I RN #3 was interviewed at
rough brake rod and missi

. stated, "Looks like someos,

- ifixon it [handiel” RN #3
; therapy was responsible f

: handie on the brake rod a

j This finding was reviewed
. and director of nursing dur
20118 8t 10:30 a.m.

ccompanied by the
aring for Resident #58,
tover was obhserved,
this time about the

ng handle. RN #3 i
1e just put a temporary |

r replacing the missing |
d stated the brake

%tated she thought

; handle needed a "permanent fix,"

with the administrator
ing a meeting on

osteomyelitis. The minimy)

; cognitively intact.
:On 1/31/18 at 9:.02 a.m,, R

. resident's bed remote was
i tape. Resident #83 was in
: about the bed remota cabl

. exposed. Resident #83 st
« still working but "You could
. Resldent #83 stated some

just been in the room and
tape.

dated 1/9/18 assessed Rekident #83 as

3. The bed control cable for Resident #83 was in
. disrepair with wiring exposed.

- Resident #83 was admitied to the facllity on
$12/26/17 with diagnoses that included sacral
. pressure ulcer, high blood |pressure, anemia and

m data set (MDS)

esident #83 was ;

. observed in bed. A section of cable to the

covered with repair
terviewed at this time

e, Resident #83 stated
- the bed control remote cable covering was

- broken in places with the multi-color wires

ated the remote was

see the wires." i

bne from the shop had |
covered the cable with |

o | SUMMARY STATEMENT|OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION o
PREFIX | (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFX | (EACH CORRECTIVE ACTION SHOULD BE ~  COMPLETION
TAG |  REGULATORY ORLSC IDENTIFYING INFORMATION) TAG .  CROSS-REFERENCED TO THE APPROPRIATE DATE
5 , : DEFICIENCY)
i i
F 689 Continued From page 27 F 689l
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(X410 | SUMMARY STATEMENT [OF DEFICIENCIES ol PROVIDER'S PLAN OF GORRECTION P
PREFIX ! (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | {EACH CORRECTIVE ACTION 8HOULD BE . COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG | CROSS-REFERENCED TO THEAPFROPRIATE | DATE
: i DEFICIENCY) ;
. ' t
F 689 | Continued From page 28 F 889%
- On 1/31/18 at 2:30 p.m., tHe mainternance i :
- director was interviewad about the exposed wiring i
;on the bed remotes. The maintenance director i
' stated residents tended to wrap the bed remoate f i
! cables around the bed rail resulting in eracks to ‘ 5
the cable covering. The maintenance director
stated exposed wires undj]meath the covering ™ |
were Insulated and the remotes were stil
“working. The mamtenanc+ director stated the 4
. broken cable covers presented litile risk to the !
; resident because the cablefrermnote was "low : :
i voltage." The maintenance dlrector stated he ] ;
: repaired the bed cables when reported but did not !
“perform routine maintenance on the bed remotes. ! '
i
These findings wers reviewed with the
, administrator and dirsctor of nursing during a
{ meeting on 2/1/18 at 10:30 a.m.
F 700 | Bedrails . F700;
ss=F | CFR(s}): 483.25(n){1)-(4) : : o
§483.25(n) Bed Rall : 1. Resident #51 remains in the facility.
' §483.25(n} Bed Ralls. : . . ‘
“ The facility must attempttowse-appropriate :? Bedr‘ax Is for resident #,51 was
! alternatives-prior to installing a side or bed rail. If ! repaired during survey. Residents
* @ bed or side rail is used, the facility must ensure | #5, #6, #8, #25, #36, #51, #52, #56
“correct instailation, use, and maintéenance of bed P e ’
rails, including but not limited to the following A58, #59, #60, #63, #83, and #287
_elements. : remain in the facility. These beds
: identif .
 §483.25(n)(1) Assess the resident for risk of identified at risk of entrapment will
5 entraprment from bed rails prior to installation, be assessed for replacement and/or
§4a:3 2502} R he risks and benef repaired. Extenders or proper
n gview the risks and benefits of | . . i
bed rails with the resident or resident devices to correct identified space
i representative and obtain informed consent prior have been ordered to resolve
; to installation. identified safety issues.
{ "
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N ] 405158 | R — 02101/2018
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_ A A AT VLN AT T AR T _ 3757 CATALFAAVE, PO BOX 711
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oy n | SUMMARY STATEMENT OF DEFIGIENCIES 3] ; RRAVIDERS PLAN GFWRREETJQN : {%3)
EREEN {EACH DEFIBIENCY MUBT RBE| PRECEDED BY FULL. PREFI. | {EACH CORRECTIVE.AGTIGN SHOULE BE . UOMPLETION
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| . : . DEFICIENGY)
. T - T T 2

F 700} Cantinued From page 29 S ?"001;'

! §483.25(n)(3) Ensure-that the bed's dimensions | s - e T
- are appropriaté for the resident's slze and waight. | ~ 2. Beds with rails in the facility have.

; ‘ : : the potential to be affected by this

+ §483.25(n)(4) Follow the manufactirers: : deficient practice. Beds with rails in
sregommendatlons. and specifications for instalting . .

. and mantalning bed rails. : this facility will be assessed by

: This REQUIREMENT is not met as evidenced Maintenance to ldentify entrapment
by . :

f Based on observation, siaff interview, factlity pot?ntial. . ) .

. document review and clinical record review, the 3. Residents’ beds will be inspected for

: fachity staff falled 0 assesq and/or implement

_interventiong to ensure safe bed rail use

-throughout dhe factity for 18 of 18 current :
residents in the-survey sample (Residonts #5, #8, !

THT, #B, #25, #35 #36, #42, 1451, #B2, #56, #58,

s #59, #60, #51, #6323, #83 ang #287) This resilted

“inthe |dent1f'cat|on of subs andard quality-of care,

safe operation, risk of entrapment,
for comfort and potential for other
adverse events. Maintenance will
conduct a monthly inspection of
bedrails in use to ensure bed rails
are securely attached to bed frame
along with the inspection of

“Oversll; bé: il assessme ts of thirty-six {36)
‘ rasrdent béds: mdxaated nsks 6f entrapment due

“to-gap measurements: beyc nd these

electronic bed controls. Bed

, recommended hy thaFord
-5 Administration’ (F‘DA} The
; iftarvantions lmpiememed

and Drug
re were no
in response to tha

: agsessimantsto minimize.-gndlor sliminate.

tracking will be completed in TELS

(electronic maintenance logs). Staff

will be educated on immediate

reporting of any identified loose bed

rails,

Results of audits will be taken to the

monthly/quarterly Quality .

committee responsible for

ongoing compliance.

57 Corrective action will be 3
completed on March 1, 20138.

" entrapment risks frotn the bed rails. This ,
-included the beds for Residents #6, #7, #52, #56, '
- 169, #60, #81, #63, and #287. :

* The remaining fifly-one (51) beds in the facility

: were not assessed for entrapment risks, This .
; included the beds for:Residents #5, #8, #25, #35,
| H3B, #42, #51, #68 and #33

Ju—————

- The findings incliide:

On 130118 at 11:17 a.m., Resident #51 was
. observad in bad, Resident|#51 grabbed the left

Event I0:64Q711

FORM CMS-2567(02-99) Previous Verslons Obsolelc Fauailily 10, VAD223

ﬁ\

\_- S

A If eentinuation sheet Page 30 of 51

zonndl eanld Wil Wdhh R O1ATIOT TN



" PRINTED:. 02/16/2018

» DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDRICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE GONSTRUCTION (X3) DATE SURVEY
AND. .A.N OF CORRECGTION IDENTIFICATION NUMBER; A BUILDING COMPLETED
| ﬁ c
- 495168 B. WING 02/01/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SHENANDOAH VALLEY HEALTH AND REHAB 3737 GATALPA AVE, PO BOX 711

BUENAVISTA, VA 24416

. back and forth as the resid
ton the rall.

“On 1/30/18 at 11:27 a.m.,
“nurse (LPN # #3) caring fo

: maintenance director.

quarter length rall on her bed to adjust-her
' positioning, The left bad rall was loose, moving
ent pressed and pulled

he licensed practical
r Resldent #51 was

- interviewsd about the loose bed rail. LPN #3
* stated she would report the loose rail to the

“rail. The maintenance di
- loose due fo resident use

: time abouit routine mainte
" checks for bed ralls in the
. maintehance director state

“ When asked if any routine
i inspections were performe
. director stated he started ¢
: entrapmsnt risks in Nove

! to the new regulations,

The maintenance director

the head of the beds. The
. stated older beds already

: purchased.

‘ The maintenance director

fwas Interviewad about Resident #51's loose bed

x4y o | SUMMARY STATEMENT OF DEFIGIENCIES k o PROVIDER'S PLAN OF CORRECTION ' (x5}
PREFIX | (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREEIX (EACH CORRECTIVE ACTION 5HOULD BE | COMPLETION
TAG | REGULATORY OR LBC IDENTIFYING INFORMATION) CoTAG ¢ CROSS-REFERENCED TO THE APPROPRIATE | DATE
; : DEFICIENCY) ;
; T '
F 700 | Continued From page 30 L FT700

' On 211118 at 8:00 a.m., ﬂ’E maintenance dirsctor -

ctor stated the rail was -

nd wag tightened,

: The maintenanca director was interviewed at this

ance and safety

facility. The

d he fixed loose bad

rails whien there was a reported problem.

safety checks or
d on bed rails to

: minimize entrapment risks, the maintenance

ssessing bed rails for
ber 2017 in response

stated all beds in the
; Taciiity had quarter length bed ralls mounted near

maintenance director

nad sida ralls n place
" and side rails were installed for any new beds

presented a book of
check sheets titled Bed System Measurement
Device Test Results Workshest. These sheets
. had a bed diagram showirlg patential entrapment

!
!
i
!
i

]
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3
F 700 . Continued From page 31 F 700

 zones (1 through 4) with spates to Indicate If the
| Zong measurements met tha recommended FDA |
1 gap measurements for safety or failed, indicating
' a polenfial entraprment risk.

There were thirty-six bed rall| safety assessments
. dated from 11/17/17 through|[11/30/17. All
thirty-six assessments presehted by the
: maintenance director documpented potential
: entrapment rigks in one or ‘more measured areas
’ i (zones 1 througih 4). This included the beds of
i Residents #8, #7, #52, #56, #59, #60, #61, #83,
| #287.

. The maintenance director stated the facllity
: borrowed a device for measuring the bed rail :
i gaps and the measurements indicated faitures on ;
aH the: bads he checked.
When asked what actions were taken In response
 to the failed tests, the maintdnance director '
- slated he was told near the gnd of November ;
i(2017) all the bed rails were to be removed. The |
i maintenance director stated he then got word i
i from nursing that the rails were not o be !
iremoved. The maintenance |director stated the i
- facility was "going back and fortn” about using the |
i bed ralls, The maintenance Hirector stated the
: " bad rails were currently still in place on resident
; beds.

. (DON) and assistant diractor|of nursing (ADON) |
- ware interviewed about bed ralls and the ‘
 mainfenance assessments in dicating entrapment ?
; risks due to gap measurements beyond the FDA

: recommendad guidelines, The DON stated the

. facility borrowsd a “taol” from) another facility so .
: the maintenance director could check the bed rail |

' On 2/1118 at 8:05 am., the djrector of nursing

ORM CMS-2667(02-99) Praviaus Versions Obsaolete
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! gaps in respanse to the new|regulations. The

: DON stated bed rails were npt eiiminated and

i rails were currently in place ¢n all the facility ‘

- beds. The DON stated residents had a quarterly i
nursing assessment that included a sectionon .
side rail use. The ADON stated the side rall
assessment on the nursing assessment was

. "vague" and did not include specific assessments |

: regarding entrapment risks, [When asked what

tinterventions had been takern in response o the

- falled gap measurement chegks, the DON stated, |

" "Nothing at this point," :

-0n 21118 at 840 a.m., the administrator, DON ;
; and maintenance director weres intarviewad by the i E
survey team concserning the bed rall assessments 3
"indicating entrapment risks. {The maintenance .
~ director stated they borrowed a “tool" from
- another facility to assess If tHe bed rail gap
measurements met the FDAlrequirements In
“zones 1 through 4.

. When asked if all the beds ir} the facility had been |

“ assessed, the maintenance ¢

Jirector stated, "Na."

. word that the rails were goin

to be removed, he

* The maintenance director stged when ha got

- stopped performing the gap
because he saw no nead o

i that Residents #5, #8, #25,
: #58, and #83 beds were not
enfrapment,

easurementis

zigontinue measuring If :
the rails were golng to be rs.{oved‘ This means !

30, #30, #42, #51,
vaiuated for risk of

t

: The maintenance director stated he stopped the

_bed rail assessments "at the
2017)

The DON stated the rails wer
_and nursing was supposed ¢

end of November

e left on the heds
evaluate each
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i resident for safe bed rail us
; until the residents were indi
 understood the rails were ¢
I The DON stated the quarte
" assessments did rnot incorp

e. The DON stated .
vidually assessed, she |
onsidered a restraint.
rly nurging side rail
orate anything about

* the bed rail gap measurem
_maintenance.

assessmants conducted In
" asked if he informed his ad
i corporate about the falled ¢
- ! the 36 bed assessments dg
- dirgctor stated, "No. | don't
" asked again if anyone in ad
. about the falled bed rail as
entrapment risks, the main
: stated, "No."

+ The administrator stated th
{87 beds. The administrato
"maving toward" getting rid
: fiot made a decislon to ellm

P asssssment sheests condur
: Indicating entrapment risks

After consulting with the sta
; sUpervisors, the facllity was
: 10:10 a.m. that substandar
| identffled related to the facl
- and implement intervention

rail use throughout the facil
rail assessments performe
- indicated entrapment risks
" measursments greater thar

enits performed by

. The malntenance director stated the plan in

“November 2017 to remove all the bed ralls was

- related 1o the new regulations about bed rail
safety and was not in response to the failed bed

the: facllify. YWhan
rinistrator or

ap measurements for
ne, the maintenance
think s0." When
ministration knaw :
essments indicating
enance director

e facility had a total of
stated the facility was |
of bed rails but had
Inate ralls. The

i
i

¢ adrinistrator stated she had not sesn the bed raijt i

ted in November 2017 §

te agency

advised on 2/1/18 at
i quality of care was
ity's fallure to assess
s {0 ensure safe bed
ty. The thiry-six bed
i in November 2017
due to gap

1 FDA guidelines for

i

i
|
{
1
|
i
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F 700 | Continued From page 34 F 700!
- safe rail use and the remaining resident beds in {
¢ the facility had not been assessed. There were :
: 1o interventions im plememéd in regponse to the :
- assessed entrapment risks.| Residents in the X
: facllity Including the eighteen residents in the ;
- survey sampie did not havelindividualized bed rail !
~assessments related specifically to entrapment i
- risks and there were no documented attempted i
. alternatives to bed rail use.
. On 2/1/18 at 11:00 am., the maintenance director i
; was interviewed aboul any facliity policy or ‘ ;
; guidelines regarding bed rail audits or :
- assessments for safely inclliding entraprment
i 7. irisks. The maintenance director stated theydid
"% not have a facility policy butjwent by the FDA
- dimengion guidelines for bed rail safaty. f
These findings were reviewed with the
i

- adminlstrator and director of nursing on 2/1/18 at

. 10:10 a.m. and during a megting on 2/1/18 at

 2:30 pm.

The Guidance for Industry gnd FDA Staff Hospital i
Bed System Dimensional and Assessment

. Guidance to Reduce Entrapment on pages 2 and

an event in which a
; patientiresident is caught, rapped, or entangled

hed rail, mattress, or

¢ 3 defines entrapment as, "..

in the space in or about the
hosgpital bed frame. Patient
- result in deaths and serious

; enfrapment events have ocg

- within the bed rails, betweey
matlresses, under bed rails

entrapments may
injuries,.. These
urred in openings
the bed rails and
between split rails,

- and belween the bed ralls and head or foot
“boards. The population most vulnerable to

i entrapment are elderly patie

- especially those whao are frail, confused, restless,

L or who have uncontrolled b

nis and residents,

dy

l
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F 700 | Continued From page 35 F 700]

-moverment...Long-term care
: majority of the entrapments.|.” This reference on |
: pages 15 through 18 documpnts the following

" dimensional recommendatians by identifled

- entrapment zones:

facllites reported the i

S Zone 1 - Within the rail - "...any open space within !
-the perimeter of the rail. Openings in the rail

: should be srnalf enough to prevent the head from |
entering... Aloosenad bar of rall can change the
size of this space... recommend this space to be
“less than 120 mm [millimeters] (4 3/4 inches)..."

“Zone 2 - Under the rail betwaen the rail supparts

-or next o a single rall - "Thig space is the gap

s under the rail betwsen mattress compressed by

- the welght of a patient's head and the bottom

- adge of the rail at a location between the rail
supports, or next to a single rail suppor{... FDA |

- recommends that this space be small enoughto !

: prevent head entrapment, less than 120 mm (4

i 3/4 Inches)...”

. Zone 3 - Between the rail and the mattress - "This |
"area is the space between the inside surface of
the rail and the mattress compressed by the
cweight of a patient's head, This space should be
: small enaugh to prevent hegd entrapment when
taking into account the matt?ess compressibility, '
any lateral shift of the rmattress or rail, and degree !
of play from loosened rails...recommend a i
; dimension of less than 120 mm (4 3/4 inches) .
i because the head is presumpd to enter the space
| before the neck.,.” :

|

Zone 4 - Under the rail at the
"This space is the gap that
_mattress compressed by the
; lowermost portion of the rail,

ends of the rail -

orms between the

patient, and the
at the end of the rail,
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SUMMARY STATEMENT
(EACH DEFICIENCY MUST B
REGULATORY OR LSC IDENT,

(X4} 1D
PREFIX
TAG

(F DEFICIENCIES
F PRECEDED BY FULL
IFYING INFORMATION)

a3
PREFIX
TAG

)
1

i PROVIDER'S PLAN OF CORRECTION

: {EACH CORRECTIVE ACTION 3HOULD BE

CROSS-REFERENCED TQ THE APPROPRIATE
DEFICIENCY)

(XS}
COMPLETION
DATE

F 700

{ Continued From page 36
. Factors that may increase

i mattress or rail, and degre
‘ loosened rails. The space

entrapment of a patient's 1
“recormnmends that the dime
i space also be less than 60

(1)

(1) Guidance for Industry a
; Bed Systern Dimensional
v . Guidance to Reduge Entrs
(2006, U.8. Department of
/,’ “Services Food and Drug A
‘ P www fda.gov/downloads/im
: gulationandguidance/guids
P 2729.pdf

F 789 | Free of Medication Error R

55=p | CFR(s): 483.45(f)(1)
: §483.45(f) Medicatlon Errg
i The facllity must ensure th

| §483.45()(1) Medication e
“ parcent or greater;

" This REQUIREMENT is n
- by:

- staff interview, and clinical
; tacility failed to ensure a m

: 33 opportunities resulting
; rate of 8.06 percent.

. : {sliding scale insulin) to be
{ - meatls. Resident #56 had

i

the gap size are;

| mattress compressibility, lateral shift of the

e of play from
poses a risk for
eck...FDA

risional limit for this

and Assessment
pment. March 10,
Hesith and Human
dministration, 2/2/18

ts 5 Prent or More
rs.

at its-

rror rates are not 5
ot met as evidenced
record raview the
edication error rate

n a medication error

Resident #56 had a physigian order for $SI
administered before |
eaten braakfast before |

mm (2 3/8 Inches)..."

nd FDA Staff Hospital

gdicaldevices/devicere
ancadocuments/ucm7

|
i

i
i

i

. Based on medicatlon pass and pour observation, |

i tess than § percent. There were two arrors out of |

F 700

|

1

1 Resident #56 remains in the

facility. Physician was notified of
medication error. Resident
without adverse oufcome.
identified nurse and education

on medication administration 1

guidelines was completed.

2. Residents receiving insulin could
have the potential of being
affected by this deficient

practice

i
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- his blood sugar was obtained and before his
- insulin was given.. .

Findings were:
| Amedication pass and pour observation was

“ conducted on 01/31/2018 with LPN (license -
¢ practical nurse) #2, beginning at 8:10 a.m. - At

©8:31 aum., LPN # 2 began preparing medications

for Resident #56. She antered Resident #56's
room and did a fingerstick |blood sugar., The

.; reading was 338, LPN #2 returned to the

i medlcation cart, referred to the order and

: prepared 12 units of Humalog insulin for
‘administration. She returned to Resident #56's
, room and administered the: insulin. An empty

t food tray was obssrved next to Resident #56's
. bed. He was asked if he had eaten breakfast.

He stated, "Yes, eggs, cheerios, and apple julce." !

| LPN #2 returnad o the madication oart, This
» surveyor asked If the S51 was orderad to ba
_administered before or after meals. She stated,

- “it's orderad for 8:00 a.m. |She then reviewed the °
: order and stated, "It is suppose to be given before}

imeals,..| need to get the time changed on that."

¢

. The clinical record was reviewed. The following

» order was observed: "Humalog Solution 100
s untt/ml...Infect as per sliding
i scale.. subcutansously before meals related to
i Type 2 diabetes melitus. .}

, The above information was discussed during a
meeting with the.administrator and the DON
- (director of nursing) on 04431/2018,

- No further information wag obtalned prior to the

. bXit conference on 02/01/2018.

F 769!

x4) 10 SUMMARY STATEMENT OF DEFICIENCIES 1=} PROVIDER'S PLAN OF CORRECTION : (X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FUlL PREFIX (EACH CORRECTIVE ACTION SHOULD BE ; COMPLETION
TAG REGULATORY OR L8C [DENT|IFYING INFORMATION) TAG CROS$-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY) |
| i
F 789 | Continued From page 37

A s. Corréctive action will be completed
by March 1, 2018,

i

3.

Licensed nurses will be educated
on the five rights of

administration DN5/designee

will conduct medication pass
observation weekly to assure
medications are being
adminlstered per physician order
over the next three months.
Results of audits will be taken to
Quality Assurance Performance |
mprovement for review and :
recommendations for three
months with Quality Assurance
Performance Improvement
committee responsible for
ongoing compliance.

H
'
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D

(XML SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF CORRECTION S o
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE * COMPLETION
TAG REGULATORY OR L& IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE 0ATE
DEFICIENCY)
F 803 | Menus Meet Resident Nds/Prep in Adv/Followed ©  F 803!
55=E | CFR(s): 483.80(¢)(1)~(7) . : L
§483,60(c) Menus and nutritional adequacy. 1 Resident #59 remains in the
- Menus must- : facility, Resident was provided a
. §483.80(c)(1) Meet the niitritional needs of § vegetarian menu and education
. residents in accordance with established natlonal regarding proper protein
 guidelines.; consumption by the Dietician
. §483.80(c)(2) Be prepared in advance; , during survey.
5 s il | 2. Residents with vegetarian
: §483.80(c)(3) Be followed; : preferences can be affected by
| §483.60(c)(4) Reflect, based on a facility's | this deficient practice.
' reasonable efforts, the religious, culiural and i 3. Upon admission or change of

- ethnic needs-of the resid
- input received from fesid
: roups;

§ §483~60(c)(5) Be updated

§483 60(c){6) Be rewewe
 dietitian-or other clinfeaily
. professional for. nutritiona

i §483.80(c)H7) Nothing in
{ construed to limit the resi
. personal dietary choices.
{This REQUIREMENT is
i hy:

. Based on observation, rg
s interview and clinical recq

¥ staff failed to provide mey

nt population, as well as |
nts and resident

periodically;
d by the faclity's
qualified nutrition

| adequacy, and

his paragraph should be‘
ident's right to make i

not met as evidenced
sident interview, staff

rd review, the facility
us of choice for one of

. 22 residents in the surve

sample, Resident #59. |

' Resident #59 was not pravided with menu
{ choices based on ker preference of being a

VGgotanan

}

dietary preference during facility
stay, will be provided with a
vegetarian menu and provided
education on proper protein
consumption. An audit of
residents’ diets will be
conductad on current residents.
Random weekly audits of
residents’ diets will also be
conducted for the next 3
months.
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SUMMARY STATEMENT OF DEFICIENCIES ) [=} ' PROVIDER'S PLAN OF CORRECTION

1
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- F(’RE)HX ; (EACH DEFICIENGY MUST BE PREGEDED BY FULL FREFIX - (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
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; . . _ DEFICHENCY) ,
F 803 | Continued From page 39 © F8o3
- Findings were: :

; 4, Results of audits will be taken to
. Resident #569 was admitted ffo the facility on
: ; uality A Perf
£ 12/15/2017 with the following diagnoses, but not Quaiity Assurance ormance
limited to: Major depressive disorder, urinary Improvement for review and
tract infection, degenerativedisease of the : recommendations for three

: nervous system,and hypothyroldlsm, months with Quality Assurance

- The admigslon MDS (minlmurn data set) ; : Performance Improvement
 assessed Resident #59 as having a cognitive & committee responsible for

. summary score of “18" indicating she was ‘ ) ]

| cognitively intact. : _ ongoing compliance.

: 5. Corrective action Willoe — -

o . Resident #59 was interviewed on 01/30/2018 at |
" ’ - 1:25 p.m. regarding her life at the facility. During completed on March 1, 2018.
( | the interview,:Residént #50 stated that she was @ |
-~ . vegetarian bychoica. RESIdEnt-#59 was asked !
: what the- facmty was providing her nutritionally to
meet her protem needs She stated, "Somecne
L game in dnd'talked to- me aboui what | iike... | ‘
; clrcled several things.on the menu... They told me
--my mom could bring things || want like veqgle :
 burgers and they would serye them but she hasn'ti
« dona that yet

Ressdent #50 was observed eating lunch on

1 01/30/2018. Her tray consisted of mashed

: potatoes, green beans and jello. Resident #59

, Was asked what protein she had been served for
“lunch. She stated, I guess|the mashed potatoes
i are my protein.” Resident 59 was asked if she

] ate egys of other dairy products, She stated, "l

! eat cheese, no'eggs, | just don't like them, but |
will eat them if they are coored n something."

The clinicai record was reviewed on 01/30/2018
at approximately 3:00 p.m. [The dist order on her i
- physician order sheet was, {Regular”. The care i
" plan was reviewed. There were no interventions i :

d,
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t{or Resident #59's vegetarian status, QObserved

- in the clinical record was a "Diet Requisition

- Form" dated 12/19/2017 and signed by the unit
“manager, Comments o] the botiom of the sheet - |

‘weare: "Please do not send meat. Residentisa
vegetarian, per residentirequest.”

- On 01/31/2018 this surveyor asked to speak with

i the dietary manager. The distary manager stated !

. that she had enly been a the facility for three '

. days. The regional dietary manager stated that

" he was not familiar with the resident, however,

' the RD (regional dleticlan) was in the building.

" The RD was interviewed on 01/31/2018 at 10:15

7™\ am. The RD stated that when she first met with

N ¢ Resident #58 she did not mention that she was a

t vegetarian. The RD was asked about the dietary !

requisition form that was sent to the kitchen on

c12M912017. The RD stated that the requlsition

-form shauld have prompyted a vislt by the DM to

' get the resldent's choicds. She stated that she

: could not find any docu

- had occurred. The RD ]

- #59 was an a "Choice menu®, mesanlng she i

" picked what she wanted to eat by circling it on the |

. menu. The RD was asked how the facility i
|

entation that the visit
continued that Resldent

i ensured that Resident #59 was meeting her
. protein needs, since Resident #59 had ldentified
: mashed potatoes as a protein source. The RD |
" stated, "She makes her bwn chaices, itisn't up to
. M& to make sure she is making good cholces.”
: The RD was agked to show this surveyor an
example of the menu given to Resident #59 to
“make her meal cholees.| The RD left the room
and returned with @ menu. Each meal listed :
contained & meat choices. Listed for Wednesday :
was: "WEDNESDAY DINNER: Chicken chll,
- vegetable blend, corn bread, and mandarin
_oranges. ALWAYS AVA|LABLE: SOUP: Chicken -

X4 1D SUMMARY STATEMENT OF DEFICIENGIES n) i PROVIDER'S PLAN OF CORRECTION : (%5
PREFIX (EACH DEPFICIENCY MUST BE PRECEDED BY FULL PREFIX ! {EAGH CORRECTIVE ACTION SHOULD BE - COMPLET(ON
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DEFICIENCY)
F 803 | Continued From page 4
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SUMMARY STATEMENT
{(EACH DEFICIENCY MUST B
REGULATORY OR LSC IDEN

OF DEFICIENCIES
= PRECEDED BY FULL
IFYING INFQRMATION)
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F 803! Continued From page 41
“noodle or tomato, HOT SANDWICH
: SELECTION: Hot Dog,
. Hamburger/Cheeseburger| Grilled Cheese,
: Chicken salad ALWAYS AVAILABLE SALAD
Tossed salad with ranch, flench or ltalian
_dressing, SIDE DISH Cotjage Cheese, green
“beans, mashed potato:.." The RD was asked

: be for Resident #59. She stated, "We always

: offer coltage cheese”, The RD was asked if the
“meny she presented was geared fowards

- vegetarians since the only
. protein was cottage cheese. The RD stated that

: her dlet and her choices.

: The RD returned to the conferencs room at

. approximately 2:00 p.m. She presented a

. different menu for "Lacto-Qvo Vegstarian®

' choices. She stated, "I mét with [name of

- Resident 59] and we went pver this menu...she

. got this one fast week to CfOOSG from...she
circled what she wants. | also educated her on

good protein choiges.”

. The above information wa
“ meeting on 01/31/2018,

s discussed during &

' No further information was obtained prior to the
- axit conference on 02/01/2018,

SS=E | CFR{(s): 4836(.)(0(1)(2)

, 8483.60(i) Food safety requirements,
- The facility must-- -

§483.80())(1) - Procure fogd from sources
- approved or considered sgtisfactory by federal,

- what the profein choice listed on the menu-would

item listed for them for .

- she would go and speak with Resident #59 about

F &z { Food Procurement, Store/Rrepare/Serve-Sanitary

Muffin pans and trays were
removed from shelf, re-sanitized
and air dried per policy during
survey.
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.

 The kitehen was inspected

| state o local authorities.

: {1) This may Include food items obtained direatly
i from local producers, subjdet to applicable State

' | and local laws or regulatior}s.
(ll) This provision does not jprohibit or prevent

i facilities from using produck grown in facility

i gardens, subject to compliance with applicable

: safe growing and food-handiing practices. -

 (iify This provislon does nof precluds residents

from consuming foeds not procured by the faciiity. |

| §483.60())(2) - Store, prepare, distribute and

i serve food in accordance With professional

: standards for food service safetly,

: This REQUIREMENT iz not met as evidenced
i by

| Basedon: bbservatlcn staff interview, and facility
document review the faciilty failed to ensure pans
: identified s tleanad and dyied were not nested

i  wat,
: Findings inciude:
i 10:35 a.m. with the Distary Manager (DM) and

i regional dietary manager.
: the regional digtary managpr was asked to

: clean and dry and ready fof use. The regional
dletary manager lifted the top three of 10 sheet
; pans, and one was nested |wet. This surveyor

,then asked the remaining pans be lifted, and two

: more pans were nested wet. The DM removed
| the wet pans and put them(to be washed. The

1/30/18 beginning at
During the Inspection,

randomly It a stack of shelst pans, identifled as

2,

3.

4,

—Committee responsible for

‘ regional dietary manager

- and ready for use. Twa of
i : were nested wet, The DM
. pans to be washed.

: stack of muffin pans, also identifled as clean, dry,

as then asked (o fift a

hea seven muffin pans
also removed those
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(X4) 1D SUMMARY $TATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION : (%5}
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DEFICIENCY)
}
F 812 | Continued From page 42 F &1 2

Sanitized trays and muffin pans
have the potential of being
affected by this deficient
practice.
Education to dining staff on
proper air drying of trays and
muffin pans will be provided by
the Dining Manager. An audit
will be conducted weekly to
monitor proper storage of
sanitized dishes over the next 3
months.
Results of audits will be taken to
Quality Assurance Performance
improvemaent for review and
recommendations for three,
months with Quality Assurance
perforrnance improvement

ongoing compliance,
Corrective action will be
completed on March 1, 2018.
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A D ] SUMMARY STATEMENT|OF DEFICIENCIES o i PROVIDER'S PLAN OF CORRECTION LR
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; f_
F 8121 Continued From page 43 F 812%
i :
' | On 1/31/18 during a meeting with facility staff
: beginning at 3:45 p.m, the administrator was i
Fasked if there was a policy on drying pans in the ! ;
. kitchen; she stated she wauld find out. ; |
On 1/31/18 a policy "Manual Ware Washing” was | ‘
! presented to this surveyor, The "Palicy :
- Statement" of the policy stated "t is the center i
i policy to insure (sic) all service ware and cook i
, ware that is not processed through the dish
i machine will be washed and sanitized.” Under ;
: "Action Steps" was documented 3. Tha Foed E
I Services Director insures (sic) that all service :
{ ware and cookware are 2ir dried to storage."
R i
i No further Information was provided prior to the
* exit conferance.
| F 835 Administration . Feas) .
i S5=F|CFR(s) 483.70 : 1. Physicians for Residents #5, #6, #7,
' §483.70 Admlnistration. #8, #23, #35, #3€, #42, #51, #52,
! Afacility must be administered in & manner that ! #56, #38, #39, #60, #61, #63, #83,
“anables it to uss its resoutcas effectively and i and #287 will be notified of each
 efficiently to attain or maintain the highest i id b found to h
{ practicable physical, mental, and psychosocial | restdent who was Tound to nave
i well-being of each resident, : received substandard quality of care
 This REQUIREMENT is not met as evidenced during survey. A certified letter to
| by: : . o
© Based on survey findings| and staff inferviews, the State Board of Licensure will be
: the facility administrator failed to provide sffective . sent by the Administrator to notify
- administration to prevent substandard quality of :
.‘ i care in the area of Quality of Cars. : of substandard quality of care during
’ ; . Survey.
. Findings wers: - 2. Residents residing in the facility T
! An onsite survey was conducted from 01/30/2018 ° have the potential to be affected by
5 . through 02/1/2018, During the survey deficient this deficient practice.
L 5 : o :
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59=F | CFR(s): 483.90(d)(3)

| §483.90(d)(3) Conduct Re
: bed frames, matiresses, a
- part of a regutar maintenar

4 ‘ and malttresses are used 3

- ensure that the bedrails, n
- frame are compatible,

- This REQUIREMENT is n
- by

gular inspection of all
nd bed ralls, if any, as
ce program to identify |

" areas of possible entrapment. When bed rails

nd purchased

" - separately from ihe bod frame, the facility must

1attress, and bad

ot ret as evidenced

St (X4 Ip © SUMMARY STATEMENT DOF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION : {¥5)
W BREFIX {EACH DEFICIENCY MUST BEE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSGC IDENTIFYING INFORMATION) TAG i CROSS-REFERENCED TG THE APPROPRIATE DATE
5 _ i DEFICIENCY)
é i C
F 835 | Continued From page 44 . F835:
i practice was Identifled in the area of qualityof i — —&— Education wilbe5ravided —
| cars, at F700 with a scope|and severity level of 2, | 3. Education will be provided to
: wide spread regarding the faciiity's fallure to administrative team regarding
l er{ztiugefllrbeds ifnghg fanc';[ili wertta in sompliance . : appropriate reporting to the
;Wi ris areas of bed enfrgpment. - Administrator. New company/CM$
* Substandard quality of care was Inltiated on . policies will be reviewed and e
2118, During the process, Interviews took place implemented as they are
¥ - with the administrator, regitnal clinical director . . . P <
' - and the dlrector of nursing] The regional director disseminated .W'th a.n‘y action item
1 verbalized that maintenande did not inform the and follow-up identified.
i administrator or clinica!l director of the beds not 4. Administrator will review TELS
. bemg in compliance (the administrator agreed). , , logs) 4
be | DON verhallzed that she was informed of the (electronic maintenance 10gs) on
IS ' concern with the bed rails but refated the concarm monthly basis with results reported
o IW|th the bed rails being & probiem in terms of : ring Qualit
S i rgstraints, not in terms of the bed rails wers out of on a monthly balsts during Quality
| compliance for entrapment. : Assurance meeting/ QAPI and any
| The adminiatrat bailzed that she should immediate action items will be
i e agaminigirator verbailze af she shou ) . . :
' have been made aware of the concern so that followed up on during daily stand
; she could have complied with the regulation. .. down meetings. .
: : @
. No further information was| provided prior to the 3 Corrective action will b
 exit conference on 2/1/18, completed on March 1, 2018
F 909 | Resident Bed F 908/
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NAME OF PROVIDER OR BUPPLIER

SHENANDOAH VALLEY HEALTH AND REHAB

STREET ADDRESS, CITY, STATE, ZIP CODE
3737 GATALPA AVE, PO BOX 711
BUENA VISTA, VA 24416

SUMMARY STATEMENT

- Based on observafion, sta
. document revlew and clinldal record review, lhe
* facility staff failed {0 conduct routine inspections
. of beds andfor bed ralls throughout the facility to
; identify areas of possible eptrapment. Bed rall
; assessments of thirty-six (38} resident beds
! indicated risks of entrapment due to gap :
& i measurements beyond those recommended by
f the Food and Drug Admlnli ration (FDA). There
i were no intervantions impl
! the assessments to minimige and/or eliminate
. enfrapment rlsks from the bed rails. The '
i remalning fifty-one (51) beds in the facility were . |
- not assessed for entrapmaent risks. There was no:
facmty policy or program established for regular
mamtanance or bed audits|to ldentify potentla!
areas of entrap méent.

if intefview, facility

\J

The fmdlngs mc!ude

. Dn 1/30/18 at 11117 am., Resident #51 was .. -
! ‘observed in bed.. Remden #51 grabbed fh Jeit:

i quarter length ral it on herbed to a-ﬁij'ust her ,
posntlonmg The left: bed r%m wa ' :
' back and forth as the resl ent pressed and pu[ied
-on- the-rail.

On 1730118 at 11:27 a.m, the licensed practical
" nurse (LPN # #3) caring fo Resident #51 was
i interviewed about the loose bed rall. LPN #3

- staled she would repart the loose rail to the
 maintenance director.

£ On 2/1/18 at 8:00 a.m., the maintenance directar |
- was interviawed about Resident #51's loose bed
“rall. The maintenance diractor stated the rail was
- lovss due to resident use and was tightened.

The maintenance director was interviewed at this
, time about routine maintenance and safety

mented In response to 7

(xa)10 | OF DEFIGIENGIES ) FROVIDER'S PLAN OF GORREGTION
BREFIX {EACH DEFICIENCY MUST BE PRECEDED BY. FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG ’ GROSS-REFERENGEU 1O THE APPRE’PRIATE
' : . osmciez\m) '
: " ;
F 904 { Continued From page 45 Foool - — -

AN
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Faclllty 1D: VAO223

1. Resident #51 remains in the fac:htv

The loose bedrail for resident #51
was repaired during survey. The 36
beds identified at risk of entrapment
will be assessed far replacemant
and/or repaired. The remaining 51
beds in the facility will be assessed
for risk of entrapment potential with
appropriate repairs or replacements
as needed.

Beds in the facility have the
potential to be affected by this
deficient practice.

Education will be provided by
DNS/designee to report loose
bedrails to Maintenance for repairs
and adjustments. Audits will be
done 5x weekly during Care Keeper
Rounds to ensure bedrails are not
loose. Maintenance will complete
monthly audits on beds to identify
loose side rails needing repair.
Results of these audits will be taken
to Quality Assurance for review and
recommendation for three months
with the QAP| committee
responsible for ongoing compliance.
5. Date of completion March 1, 2018.
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iy : checks for bed rails In the facility. The ;
| maintenance director stated he fixed loose bed !
.i raits when there was a reported problem. When
s asked if any routine safety checks or inspections
fwere performed on bed ralls to minimize

: entrapment tlsks, the mainfenance director stated
" he started assessing bed rails for entrapment

i risks in November 2017 in response to the-new

{ regutations. The main nalnce director stated all

! beds in the facllity had quarter length bad rails

: mounted near the head of the beds. The .

. maintenance director stated older beds already

: had side rails in place and side rails were

! installed for any new beds purchased. The

| maintenance director presented & book of check

; sheets titled Bed System Measurement Deavica

1 Test Resuits Worksheet, These sheets had a

. bed diagram showing potential entrapment zones
i (1 through 4) with spaces tp indicate if the zone |
v i meaguremnants met the regommiended FDA gap
i measurernents for safety or failed, indicatinga |
i potential entrapment risk.’ There wera 36 bed rail
| safely asgessments dated ffrom 111717 through
1130017, All thirty-six assessments presented by
; the maintenance director documented potential

i entrapment risks In one orjmore measured areas
[ (zones 1 through 4). The mainteriance director

i stated tha facility borrowed a device for

| meaguring the bed rail gaps and the

; measurements indicaled failures on all the beds

| he checked.  When asked|what actions wera

! taken in response to the failed tests, the .
; maintenanee director stated he was toid near the |
i endt of November (2017) all the bed rails were to
"be removed. The mainteniance director stated he
 then got word from nursing that the ralls were not :
- to be removed. The maintenance director stated :
- the facility was "going back and forth" about using |
. the bed rails. The mainteriance director stated |

{X4) 1D | SUMMARY STATEMENT OF DEFICIENCIES 1] PROVIDER'S PLAN OF CORRECTION : {¥5)
PREFIX ! (EAGH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE | COMPLETION
TAG | REGULATORY OR L5C IDENTIFYING INFORMATIGN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
? DEFICIENCY) ‘
1
F 909 ! Continued From page 46 Fo09i -
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3 ) D | SUMMARY STATEMENT (if DEFICIENGIES i fa) PROVIDER'S PLAN OF CORRECTION : (5)

[ PREFIX | (EACH DEFICIENCY MUST B8E PRECEDED BY FULL ! PREFIX (EACH CORRECTIVE ACTION SHOULD BE © COMPLETION
Tag ! REGULATORY OR LG IDENTIEYING INFORMATICN,) POTAG CROSS-REFERENCED TO THEAPPROPRIATE | DATE

{ : : - DEFIGIENCY) ;

| : ;

' F 909 Continued From page 47 . Foog

- the bed rails were currently still in place on
. resident beds,

1 On 2/1/18 at 8:05 a.m., the director of nursing
: (DON) and assistant directgr of nursing (ADON)
“were interviewed about bed|ralls and the
- maintenance assessments |ndicating entrapment
, ' risks due fo gap measurements beyond the FDA
b ‘recommended guidelines, The DON stated the |
 facility borrowed a "tool” from another faclity so |
: the malntenance director eauid check the bed rail |
. gaps In response to the new reguiations. The
; DON stated bed ralis were mot eliminated and )
: ralls were currently in place [on all the facility !
77\ beds. The DON stated residents had a quarterly |
TN t nursing assessment that included a sectionon
' side rail use. The ADON stated the side rail i
* assessment on fhe nursing Essessment was : !

Y
oo

-

| "vague"” and did not include [specific assessments |
' regarding entrapment risks.| When asked what
s interventions had been taken in response tothe ¢
‘falled gap measurement checks, the DON stated, '
i "Nothing at this point." ;

| On 2/1/18 at 8:40 a.m., the administrator, DON
: and maintenance director were interviewed by the |
L ' survey team concerning the bed rail assessments
(¥  indicating entrapment risks,| The maintenance
 director stated they borrowed a "tool” from '
tanother facility to assess if gap measurements
*with bed rails met the FDA j:et:at.nrernents in zones |

¢ 1 through 4. When asked i all the beds in the
i  facility had been assessed, the maintenance : :
' f director stated, "No." The maintenance director -
i stated when he got word that the rails were going
: to be removed, he stopped performing the gap |
- measurements because helsaw no need {o
: continue measuring if the rgils were going to be
removed The maintenance director stated he :

=ORM CMS-?SG?(OZ-BQ) Previous Versions Obsolete Bvent? ID:640Z11 Facliity ID; VAG223
TN,

N
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F 909 Continved From page 48 F goal

. stopped the bed rail assessment "at the end of
g - Novemper (2017)." The DON stated the ralls :

“were leff on the beds and n Irsing was supposed

. 1o evaluate each resident for safe bed rall use.

- The DON stated untit the reiidents wera i
s individually assessed, she understood the rails
oy + were considered a restraint| The DON stated the |
i quarterly nursing side rail agsessments did not
' incorporate anything about the bed rail gap
. measurements performed by maintenance. The |
- mairdenance director stated the plan in
November 2017 to remove all the bed rails was
related to the new regulations about bed rail
safety and was not in response to the failed bed
) | assessments conducted in fhe facility. When
N asked if he informed his administrator or ,

. corporate about the failed gap measurements for :

- the 36 bed assessments done, the maintenance

t director stated, "No. | don't think s0.* When

: asked again if anyone in adl inistration knew

- about the falled bed rall assessments indicating

tentrapment risks, the maintgnance director

stated, "No." The administrator stated the facility :

- had a total of 87 beds. Thejadministrator stated '
 the facility was "moving toward" getting rid of bed
: rails but had not made a decision to eliminate 5
. rails. The administrator stated she had not seen
 the bed rail assessment sheets conducted in f
. November 2017 indicating gnirapment risks. i

: On 2/1/18 at 11:00 a.m., the maintenance dirsctor |

- was interviewed about any facillty policy or :

: guidelines regarding bed rail audits or

assessments for safety incliding entrapment

risks. The maintenance director stated they did

- ot have a factlity policy butjwent by the FDA
dimension guidelines for bed rall safety.

: These findings were reviewed with the

“ORM CMS-2567(02-89) Previous Versions Obsolete Event {D:640211 Faclity 1D VAD223 If continuation sheet Page 49 of 51
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F 909 | Continued From page 49 ; F 909

: administrator and director of nursing on 2/1/18 at i

1 10:10 a.m. and during a meeting on 2/1/18 at i

s . 2:30 p.m.
. The Guidance for Industry snd FDA Staff Hospital |
: Bed System Dimensional arﬁ Assessment ;
' Guidance to Reduce Entrapment on pages 2 and :
- 3 defines entrapment as, "..Jan event in which a

! patlentiresident Is caught, trapped, or entangled
_In the space in or about the bed rail, mattress, or
: hospital bed frame. Patiantlentrapments may
“rasult in deaths and serious|injuties. . Thess
i enfrapment events have oceurred in openings
i within the bed rails, between the bed rails and

S D matiresses, under bed rails,| between split rails,
~~ | and betwean the bed rails and head or foot

. boards, The population mo
entrapment are elderly patie
i especially those who are fra
; or who have uncontrolled bg
- movement...Long-tarm care)
- majority of the entrapmenis |
: pages 15 through 18 documn
i dimenslonal recommendatic
; entrapment zones:

: Zone 1 - Within the rail - ...
: the perimeter of the rail. Qg
i should be small snough to o

{ entering... Aloosened bar or

_size of this space... recormnm
less than 120 mim [millimete

st vulnerable to

nts and residenis,

I, confused, rostiass, !
dy ;
facilities reported the
" This reference on
ants the foilowing

ns by identified

\ny open space within |

&nings in the rail _
revent the head from |
tail can chango the

rs] (4 3/4 inches)..."

Zone 2 - Under the rall betw

under the rail between matt
“the weight of a patient's hea
: edge of the rail at a location
; supports, or next ta a single

s or next to & single rail - ‘Th?

en the rail supports
space is the gap

ess compressad by
d and the bottom

between the rail
rall support... FDA

end this space 1o be !
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" 3/4 inches)..."

: walght of a patlent's head.

¢ before the neck..."

(1)

gulationandguidance/guida
2729 pdf

'

Zone 3 - Belween the rail and the mattress - "This
- area [s the space befween the inside surface of
. the rall and the rmallress campressed by the
This space should be |
- small enough to prevent head entrapment when |
- taking into account the matiress compressibility,
any lateral shift of the matifess or rall, and degree
of play from loosened ralls ). .tecormmend a
. dimension of less than 120/ mrm (4 3/4 inches)
: because the head is presumed to enter the space

(1) Guldance for Industry and FOA Staff Hospital
_Bed System Dimensional and Assessment

i Guidance to Reduce Entrapment. March 10,
2006, U.S. Department of Heaith and Human

. Services Food and Drug Administration. 2/2/18

5 www,fda.gov/downloads/m]idicaidevices!devicere "
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: , ! DEFICIENCY)
; ' %
F 909 | Continued From page &0 F 009°

. recommends that this space be small snough to 1
- pravent head entrapment, less than 120 mm 4

+ Zone 4 - Under the rail at the ends of the raif -
“Thig space js the gap that/forms between the
mattress compressed by the patient, and the ;

“lowermost portion of the rall, at the end of the rail. |

. Factors that may Increase the gap size are: ;

i mattress compressibility, lateral shift of the

: mattress or rail, and dagree of play from

: loosenad rails. The space [poses a risk for

“entrapment of a patient's neck...FDA

. recommends that the dimensional limit for this
space also be less than 60)mm (2 3/8 inches)..."
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